Mi ) 1, PLACE OF DEATH 


in by the funeral director, 
ond 2 should be filed with 


g' 


Then please remove corbon popers. Po: 
within 72 hours after death. 


te hos been signed by the offending physicion ond completely 


TAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 heurs ofter death: Page 4 


retoined by the hospitol or ottending physicion. 


AL DIRECTOR: After this certifi 
should be detached for use os the buriol-tronsi? permit. 


the registror prior to buriol, cremotion, or removal, and in q 


poge 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q 95 9 3 
é CERTIFICATE OF DEATH ee ee ae 


2. USUAL RESIDENCE (Where deceoned lived. If institution: Residence before odmision) 
TF Mary land b.county Allegany 
C ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Rural -(Keyser we Va.) o/ a. 


@. COUNTY 


Garrette MARYLAND 


b. CITY OR TOWN (If autside corporote fimits, write | ¢. LENGTH OF STAY IN Tb 


RURAL Geelon Lae] tawn) 


d. Pacis ke pages {If not in hospitol, give street address) d. STREET ADDRESS e. 8 brqar 4 
" : INA 
Cuppett Nursing Home RFD. #3 ves C1] NOC] 
3. pooest tA First Middle Lost 4. nae Month Day Yeor 
(Type or print) Fannie Belle Biser beats September 4, 1987 
5. SEK 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF @IRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


Female White wiDOweD ovorceo[] | Septe 1,7870 eet kas: Deel baie! nite? 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mest of wor os) life, even if retired) 
Housewt Virginia U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Myers Mary Smith 


15, WAS DECEASEDEVER INU. 5. ARMED coal SOCIAL SECURITY NO. |17. a ANT P Address | 
(Yes, 00. €¢ unknown) {18 yes, give wer er dotes of service 
A-L AL-tL— 
18. CAUSE OF DEATH [Enter anly one coyee per line for (0). (b). ond (¢ INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED ey: 
IMMEDIATE CAUSE (o} Hyrvus / Ds, 8 Mis 


ONSET AND DEATH 


5» DuE TO 
Canditions, if any, which (b 
gove rise ta immediote 
couse (a}, stoting the under. ( OVE TO 
lying couse last, is 
Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. Monee 
ves [] No PQ 


20a. ACCIDENT WAS UNDERLYING G__ }20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 1B.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL ‘EXAMINGR) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20F. Giy ‘or town) (County) {Stote) 
Hour 0, m. While Not while foctory, street, office bldg., etc.) 
p.m. 19 Jot work [] ot work [J H 


21. | certify shat | attended the deceased fram, Su. 5) es , 1927, ta, foec--ch... 1987. 


MEDICAL CERTIFICATION, 


/ that | last saw the deceased 


alive an__ AAS OT 19. 2 por an t death accurred at._t& At, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Qdhsp 


PHYSICIAN": 7 


Cee A IN A AO LSS Be AS A, ey a RE NEL tk) A Gl Ee ee Lee 
22a. BURIAL, CREMATION, | 22b. DATE THEREOF Ne. aoe OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
sme |e” [etaer rently ural ‘tear Kevaerp 
23. FUNERAL DIRE }S SIGNATURE ADDRESS ‘Yaa. REF ab. i ae 'S SIGN ay 
Va Keyser W.- Va. are Y yO 
“4 PL be er L, 


ad 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 9 5 24 
9520 CERTIFICATE OF DEATH C 


Reg. Dist. No. 

“ cs Ow 
% a = PLACE OF an 2. USUAL RESIDENCE (Where deceased lived. If institution: Retidence before odmintion) 
2 o b. COUNTY 
2 = MARYLAND ‘ hy, 2 P 
A: 32 PAT [RY 3 D TARR E : 
€ Se b. CITY OR TOWN (If outside corporote limits, write [¢. LENGTH OF STAYIN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
9 6 RURAL ond give nearest town) 
* 5 = a) A I-A 
= 22 7 d. NAME OF HOSPITAL (If not in rorttol give sIreet oddress) d. STREET ADDRESS e. 1S RESIDENCE 
oJ Lag j ° ISTO , ON A FARM? 
¢ ae ves (] Not] 
i es low 4. DATE Month Doy Yeor 
= DECEASED © ’ OF 
a , (Type or print) Vi AA Lg 3 DEATH S 4 . wa | 
= ete. 5. SEX 6. COLOR OR RACE [7. MARRIED [7] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE {In years R| IF UNDER 24 HRS. 
= 3° ¥ i ee lost eunheay) pro Min. 
a its MALE AY i wipoweD fy oivorceo CT] | Aa a ee \e if yrs, 
= £8. 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. fea eke of foreign country) AA 12. CITIZEN OF WHAT CouNTRY? 
3 §oF during most of workit ven if retired) 
8 2289 og de VA . 
res / ki Verda Nuta W.5 
tee By 13. FATHER'S NAME a. REAR 'S MAIDEN NAME 

o 
2 8s yk. A, 1) re ‘ . 
3 nay, \ i Wo} ER UWE a R 
= Fe ‘% 15. WAS DECEASED EVER IN U. S. ARMED rons 16. SOCIAL SECURITY NO. | 17, ZOHAN Address 
= a & +] {Yas, no. oF unknown) (IF yen, give wor oF dates of tarvice| ? A! > be. 
ae sPEMAN (Atiucitanw Mus 4. 
££ 32 $a Bee ee Bae fF 
5 Se 1B. CAUSE OF DEATH [Enter only one couse per Fine for (0), (8). ond (c)] INTERVAL BETWEEN 
= £05 PART. DEATH WAS CAUSED BY: , v4) pea ies a ul 
2 § IMMEDIATE CAUSE (0! ‘é RSs oen ce.de-t 
5 = é DUE TO 
< Conditions, if ony, which (0 Ca-dig — o- 


gove rise to immediote 
cotse (0), stoting the under UE TO at ies = 
lying couse lost. ce i oe 


Patt WU. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. Rate fae 
ves ae 
200. ACCIDENT WAS UNDERLYING () ‘20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING CO] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED —} 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour o.m. Whi Not whit factory, street, office bldg., etc.) } 
p.m jot work [[] ot work _ | ' 


that | attended the deceased from2 Zt, IE, to! ot 192.Z..that | last saw the deceased 

death occurred at 3 342.M, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 

FF 2 2}. Caled. A RB) 


Wi) seco nc cus senaeeaeee, 


ires 


The law requ’ 


may Emeretained by the hospital ar attending physician. 


MEDICAL CERTIFICATION 


L DIRECTOR: After this certificate has been signed by the attendi 


hauld be detached far use as the burial-fransit permit. 
the registrar priar ta burial, crematian, or removal, and in any event w 


ie a ee a a pe a ee ee eS a 
@ Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Al. LOCATION (City, town, or county) (Stote) 
(9 aera _ Specify) 35 = We = é eh 
ne Prt. Locmint Wost RQ VRIENDS yitLs 
- ame DIRECTO} 


a 
> 
3a 


& 
& 


=< TO HOSPITAL OR ATTENDING PHYSICIAN 
= 


gy 


BEAL 


> 
SIGNATURE ‘ADDRESS ie Mars seeary 
sha, Banta Mo lox ae 44 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires tho! the death certificate be executed within 24 haurs after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18) 9525 
0 CERTIFICATE OF DEATH 


) Soe 


a 1, PLACE OF DEATH > 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

£ Paes GARRETT manana || °F MARYLAND > COUN GARRETT 

vD 

° 3 Ab. CITY OR TOWN [If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 

3 RURAL ond give neorest town) ~ at ‘an ZMILLER 

2 OAKLAND 26 Hrs. 17 iMip.X2 KIT 

ef ‘4 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS 0. 1S RESIDENCE 
= 5 ‘OR INSTITUTION: , STREET ONA NO] 
ap 7 : GARRETT COUNTY MEMORIAL HOSPITAL yes CN 
ee 

£6 


(Type or print) 
5. Sex 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED EK] | 8. DATE OF BIRTH 9. AGE (In years 


3. NAME OF ij idle. lost 4, OATE Month Do; Yeor 
fet CHERYL LiYtiy CROUSE Stara SEPTEMBER. 9, wot 


® 


IP UNDER 1 YEAR| IF UNDER 24 HRS. 


Pa 


(MOTHER) BOX 113, KITZMILLER, MARYLAND 


INTERVAL BETWEEN 
ONSE§L A DEATH 


me \ lost birthdoy} Hot Min. 
“5 } FEMALE WHITE wiboweo [] oivorceo} | SEPT. 17, 1957 ys. ? " 
ie » Mo. usuAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or freign country) 12, CITIZEN OF WHAT COUNTRY? 
i] " luring most of working life, even if retired) 
a . BORN MARYLAND U.S Ae 
3 T NEWBC 
a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
9 ee .: 
© CHRISTINA ELIZ&BETH CROUSE 
3S 15. WAS DECEASED EVER IN U. S. ARMED FORCES? ergegecun” NO. 17. INFORMANT ‘Address 
§ , | fies, no. oF unknown) {It yes, give wor or dates of service) 
© 


1B. CAUSE OF DEATH [Enter only one couse per line for 


PART 1. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (o! 


DUE TO 


}. (0). ond (C)-] 


Then pl 


TWLO.O 
oO, 


Conditions, if any, which 0) 
gove rise to immediote 

co¥se (0), stoting the ynder, ( PUETO 
lying couse lost. (¢) 


Parr Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
yes] NOX] 
20a, ACCIDENT WAS UNDERLYING C]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Por! I of item 18.) 
‘OR CONTRIBUTING [I CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour 0. m. While __ Not white foctory, alveet, office bldg., etc.) | 
p.m. 19 Jot work [J] of work [J t 


21. 1 certify that | attended the deceased fram._.Sept.s L7s__., 19.21, to. Septe 199 19 21 that | lost saw the deceased 
alive an_September 18, __ 1927. _, and that death accurred at 12.323°-M, fram the causes and an the date stated above. 


sti aucbrus Ebtowcr ug Catlind Bd. selpit 


TUGKIANS =~ ANDREW E. MANCE, M.D. 


‘20. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
BURKE” | 9/20/1957 |Kalbaugh Cemetery ik Garden, Miners co.W 


ned by the attending physicion and completely 


MEDICAL CERTIFICATION 


tained by the hospital or attending physicion. 


L DIRECTOR: After this certificate hos bee 


23. FUNERAL DIRECTOR'S SIGNATURE f ‘ADDRESS ee ed os pees TRAR'S SIDYATIRE. 
4 o p' Ms i 
wisp © HAM Blaine, W.Va, lome/ “YS7Y LH 


O | { Y 


Page 4 should be 


ie hae ta burial, crematian, 


is necessary, pleose exe 
rector. 


|. File pages 1 ond 2 with the r 


or removal. 


VS. ATSME(5) 
5M 9/55 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18) 9 5 9 6 
ge iJBDICAL EXAMINER'S CERTIFICATE OF DEATH | /Z 


w pica’ OEATH 2, USUAL RESIDENCE (Where dececsed lived. if institution: Residence before odmitsion) 
a 


Garrett manytano || SATE ia evland » COUNTY Garrett 


b. Sai OR TOWN lif outside corporate limits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) Vv 
Give necrasl town} 


Oakland, Maryland 6 hrs. X 2 Mt. Lake Park, Maryland 


d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street address) d. STREET ADDRESS. @. 18 RESIDENCE 
/ ON A FARM? 


arre oun Memorial Hospita yes [] NO 
3. NAME OF First Middle Lost 4. DATE Month Day Year 


(Type or print Bushrod Grimes | °@™ September 9 


5, SEX 6. COLOR OR RACE 17. MARRIED GB NEVER MARRIED oO 8. DATE OF BIRTH %. Fos Besa IF UNDER YEAR| IF UNDER 24 HRS. 
Min. 
Malle White |wrowent wore) | February 12 1685 | ~ 72m. |"rm| O™ | Hom" | 
10a, USUAL OCCUPATION re kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) a 
ducator School Teacher Pittsburgh, Penna 4 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ame ° rime s 
DECEASED EVER IN U. S. ARMED FORCES? | 16, SOCIAL SECURITY NO. | 17. 
Na. [if yes, gh ‘or doles of service) 


18. CAUSE OF DEATH [Enter only one cauga per line for (0}, (b}, and (c). }~ INTERVAL SETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (q)-¥_ RA 


Tera. UE TO 
Conditions, if ony, which 0 
gave rite 10 Immediote cause 
{0}, stoling the underlying( OVE TO 
couse tos. = t 


PART IL, OTHER SIGNIFICANT cononk IS CONTRIBUTING TO DEATH RUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho) /19. he Mel es 
: 0 riya no to 
W mV vRenrLYD V PAIS yes] NO 


20a, EXTERNAC CAUSE WAS ESCRIBE HOW INJURY OCCURRER. (Enter noturg of injury in Port |fBy Port Il of item 1B) 
PRIMARY [or CONTRIBUTING [) 
CAUSE OF DEATH. “0h ie ay 


20c, TIME OF INJURY Month, Day, Yeor = | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 1 20f. (City,or town} wnty) (State) 
Taheluk § 


a it ile? pry, street, office bidg., elc.) | 
SF 9h) [an sete Fike ed pt tte ut 


21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection [4 Inquiry [yf and find that 
jal causes [_], Accident aw Suicide [], Homicide [], Undetermined cause [[). 


MEDICAL CERTIFICATION, 


it 
wp, CHIEF MEDICAL EXAMINER (} DATE SIGNED 


ASSISTANT MEDICAL EXAMINER Q 
EXAMINER'S. 
NAME (type) Be IT Baumgartner, Me De DEPUTY MEDICAL EXAMINER 
‘Tic. BURIAL, CREMATION, |22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION (City, town, or county} {Stote} 


Renowae Fr) | 9/1/1957 Beinhauer Crematory Pittsburgh , 


€ y / ADDRESS: Yaa. eg D Rl ISTRAR ‘4b, Wa: ee If TPE [mn 6 Oy tee Od 
was th Oaklan 4, Ws | ore) / 7/47 |, ‘ ye 


3A AVINN 


S 3s 


2 e 
Bema 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death, Page 4 


occas 


y the funeral director, 
2 should be filed with 


in 72 hours ofter 


Then please remove carbon papers. Pages I 


| or attending physician. 


IRECTOR: After this certificate hos been signed by the attending physician and campletely filled 


id be detached for use as the burial-transit permit. 


the registrar priar to burial, cremotian, ar remaval, and in any event w’ 


ed by the hospi 


® 
s 


may be 
page 3 


TO FUNE! 


VS AIS (4) 


V 


SM 9/SS 


$. SEX 6. COLOR OR RACE 
Female White 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9 % 9° 
9523 CERTIFICATE OF DEATH PS yk ae Ve < 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edminsion) 
2. COUNTY Garrett MARYLAND gee Te b. COUNTY Garrett 
b. CITY OR TOWN {IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond giye neauett town) : 
coding ton 60 yrs. Bloomington x 2 
d. NAME OF HOSPITAL {IF no? in hospital, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 
ves] No 
3. NAME OF First Middle lost 4. DATE Month Doy Year 
(ype or prin) Winifred Oatherine Harshbarger death = Sept. 9 1957. 


7. MARRIED LJ NEVER MARRIED [] | ®. OATE OF OIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
lou eee Menths| Doys | Hours] Min, 
wivoweo fj pivorceo(] | Jan. 27, 1871 yes. 


100. USUAL OCCUPATION {Give kind of work done} 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
pyiewe pf working life, even if retired] 
mes tic own home Mary land U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
George Jones Mary T. Fitzwater 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes 90, oF unknown) AH yes, ve wor or date of rervice) 
no | Robert Harshbarger-Riverdale, Md. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ee areas 


IMMEDIATE CAUSE fo]_ Coronary a RES 


QUE TO 
Conditions, if ony, which 0) : s Snr Disease 
gove rise to immediote 
stoting the under. ( OVE TO 
lying couse lost. {c) 
Part II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. wins autoesy 
vs no 


200. ACCIDENT ere ort o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


j20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) {Stote) 
Hour o. m. While Nat while foctory. street, office bldg., etc.) ! 
p.m 19 Jot work [] ot work [J 1 


MEDICAL CERTIFICATION 


alive an_Sepyember 9 195 and that death accurred at_________ M, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stole) DATE SIGNED 
$Guiun uo209 Maryland Avenue, Wesfernport, Md. 
PHYSICIAN'S 
NAME (Type) Mii Ld red hee ey. Of, Sie SA ee 5 er ee 5 ee eS 
726. BURIAL, CREMATION, | 226. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY %d. LOCATION (City, town, or county) (Stote) 
arte dpecity oti ot Bloomington Cem Bloomington, Md 
23. FYAPRAL DIRECTOR'S SIGNATURE ADDRESS Daa. REC'D BY REGISTRAR | 24. PEGISTRAR'S SIGHATURI 
Ly Westernport, Md, 4-/; . wy? 
ad ha th Thank befell wy foal LIAL LA PET EE ZG, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 _ 09528 
INER’S CERTIFICATE OF DEATH . 


call 


os ths 
£3 z 1, PLACE OF DEATH ‘y 2. USUAL RESIDENCE (Where deceased lived. If intlitution: Residence before admission) 
© ©. COUNTY 
2s 5 wh! 7 mamnano || ° STATE 971 b. COUNTY (x ARRE 
es 3 ¢. CITY ORTOWN (If outiide corporote limits, write RURAL ond give nearest lown) 
ge 3 Lay a Py 
S 5 CLs “ in oa ee 
Bs 2 me d. NAME OF HOSPITAL OR INSTITUTION {IE not in hospital, give street address) d. STREET ADDRESS — e. is RESIDENCE 
“ee 0 / fe 
od $5 ONE FD yess] no—D 
> 3. NAME OF First Middie Lost 4. DATE Month Ooy Yeor 
a os OF ae 
> Type or pret Ez Pe A= =e 7 DEATH y, =F. wo7 
° 


PART |, DEATH WAS CAUSED 
IMMEDIATE CAUSE. ro) 


. DUE TO 
Conditions, if any, which ey. 


does 7 


ransit permit. 


gove rise to immediote couse: 


3 a 7. Ae 5 Weer MARRIED [[]/ 8. DATE OF BIRTH 9. AGE (in yoon | IFUNDER 1YEAR| IF UNDER 24 HRS. 
vet —Tt im ae Days Min. 
ge Se hint wivoweo[] _—oovorceo f= 44 
8a bE Wa, if Scar RHO ve kind of work dona] 106, KIND OF BUSINESS OR INDUSTRY | . BIRTHPLACE {Stote of foreign ee 12. CITIZEN OF WHAT COUNTRY? 
Uy ln , during most of working ‘even if retired) a J g 
EogPR P}tet1e +t. EAD S| = ALFA k 
4 = I 13. FATHER'S NAME “ oe 'S MAIDEN NAME 
g 5 > p- 
3 hz ete 7 p . AA hie ot 
zoh 15. WAS DECEASED EVER IN U. S. ARMED FOR 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
aa {Yes, 10, oF vaknown) LIF yea, give wor or doles of Agfvics 4 . (] 9 
2” v 2-914 scans - FC. % 
be ae PD - fl pots 
om eae See ‘4 
3 2 18. CAUSE OF DEATH [Enter only one couse per fine for.(0}, {b). ond: ich] . (/ ; IWreevat oeTweent 
are 
J 
8 2 
é 
o 
2 
py 
5 
° 
3 


in pencil in Item 18. Give Pages 1, 2, ond 3 to the funera’ 


z 
2.2 i DUE TO : 
Ae {0}, sloling the underlying 
Sa couse lost. mere {ch 
cove lea. 
& 3 ra PART If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1(0)|19. eS ee 
3} ) ee MI 
5g fo) 5 Pe aid yes) NO] 
ee  [200. EXTERNAL CAUSE WAS 20b.. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.} 
Te) & | PRIMARY CL) or CONTRIBUTING o 
oer | CAUSE OF DEATH. 
o> ay 
a 8 3 ]20c. TIME OF INJURY — Month, Doy, Yeor = [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, T20F. {City or town) (Counly} {Slote) 
ea 6 Hour 6. m. While Not while fectory. street, offica bldg. etc.) | 
z A 2 p.m. 19 ot work] of work [] 
a 
=a 


21. N certify fhat | tack charge af the remgins described qbave, held an Autapsy [_], Inspection ff" Inquiry (C1. and find that 
death resultéd fram: Natural causes i, Accident Oo. /s icide # Hamicide a; Undetermined cause Oo. 


! 
ACTUAL it tig ae ade Be = PN _ mp, CHIEF MEDICAL EXAMINER [1] eee 


SIGNAT! 
7 ASSISTANT MEDICAL EXAMINER [7] G- 25.2797 


3 
cs) 
2 
< 
2 


> 
= 
a) 
5 
a 
= 
: 
z 
J 
cy 
oO 
‘¢ 
ig 
a 
28 
are 
Sz 


3 
rs 
z 
& 
Zz 
= 
< 
x 
a 
= 
g 
ry 
a 
= 
> 
= 
2 
& 
r) 
° 
e 


z exasanens —F- Fy, 

8 e NAME Mp) JP A255 Lf- Cas t2h Ga <__DEPUTY MEDICAL EXAMINER FY” Dey, Por, 
oe = ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCAUON (City, town, or county) {Slote) 
BEG 5 BEMOVAL (Specify) y p 2, fo : 

e [deste VE = I Ae eee 2 ey 
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t COUNTY Pez 


MARYLAND STATE 


city 
OR 
TOWN 


(If outside corporele limits, writa RURAL 
and give nearest town) 


LENGTH OF STAY 
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FATHER'S NAME 
PeesTon SAVAGE 
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{c) 


- af 


Nere Tits Sasseaceh Seca, - Fsccssdbyer the Zed 
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